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§ 488.855 Directed in-service training. 

(a) Application. CMS may require the 

staff of an HHA to attend in-service 

training program(s) if CMS determines 

that—

(1) The HHA has deficiencies that in-

dicate noncompliance; 

(2) Education is likely to correct the 

deficiencies; and 

(3) The programs are conducted by 

established centers of health education 

and training or consultants with back-

ground in education and training with 

Medicare Home Health Providers, or as 

deemed acceptable by CMS and/or the 

State (by review of a copy of cur-

riculum vitas and/or resumes/ref-

erences to determine the educator’s 

qualifications).

(b) Procedures—(1) Action following 
training. After the HHA staff has re-

ceived in-service training, if the HHA 

has not achieved compliance, CMS may 

impose one or more other sanctions 

specified in § 488.820. 

(2) Payment. The HHA pays for the di-

rected in-service training for its staff. 

§ 488.860 Continuation of payments to 
an HHA with deficiencies. 

(a) Continued payments. CMS may 

continue payments to an HHA with 

condition-level deficiencies that do not 

constitute immediate jeopardy for up 

to 6 months from the last day of the 

survey if the criteria in paragraph 

(a)(1) of this section are met. 

(1) Criteria. CMS may continue pay-

ments to an HHA not in compliance 

with the conditions of participation for 

the period specified in paragraph (a) of 

this section if all of the following cri-

teria are met: 

(i) The HHA has been imposed an al-

ternative sanction or sanctions and 

termination has not been imposed. 

(ii) The HHA has submitted a plan of 

correction approved by CMS. 

(iii) The HHA agrees to repay the 

Federal government payments received 

under this provision if corrective ac-

tion is not taken in accordance with 

the approved plan and timetable for 

corrective action. 

(2) CMS may terminate the HHA’s 

provider agreement any time if the cri-

teria in paragraph (a)(1) of this section 

are not met. 

(b) Cessation of payments for new ad-
missions. If termination is imposed, ei-

ther on its own or in addition to an al-

ternative sanction or sanctions, or if 

any of the criteria set forth in para-

graph (a)(1) of this section are not met, 

the HHA will receive no Medicare pay-

ments, as applicable, for new admis-

sions following the last day of the sur-

vey.

(c) Failure to achieve compliance with 
the conditions of participation. If the 

HHA does not achieve compliance with 

the conditions of participation by the 

end of the period specified in paragraph 

(a) of this section, CMS will terminate 

the provider agreement of the HHA in 

accordance with § 488.865. 

§ 488.865 Termination of provider 
agreement.

(a) Effect of termination by CMS. Ter-

mination of the provider agreement 

ends—

(1) Payment to the HHA; and 

(2) Any alternative sanction(s). 

(b) Basis for termination. CMS termi-

nates an HHA’s provider agreement 

under any one of the following condi-

tions—

(1) The HHA is not in compliance 

with the conditions of participation. 

(2) The HHA fails to submit an ac-

ceptable plan of correction within the 

timeframe specified by CMS. 

(3) The HHA fails to relinquish con-

trol to the temporary manager, if that 

sanction is imposed by CMS. 

(4) The HHA fails to meet the eligi-

bility criteria for continuation of pay-

ment as set forth in § 488.860(a)(1). 

(c) Notice. CMS notifies the HHA and 

the public of the termination, in ac-

cordance with procedures set forth in 

§ 489.53 of this chapter. 

(d) Procedures for termination. CMS

terminates the provider agreement in 

accordance with procedures set forth in 

§ 489.53 of this chapter. 

(e) Appeal. An HHA may appeal the 

termination of its provider agreement 

by CMS in accordance with part 498 of 

this chapter. 
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PART 489—PROVIDER AGREEMENTS 
AND SUPPLIER APPROVAL 

Subpart A—General Provisions 

Sec.

489.1 Statutory basis. 

489.2 Scope of part. 

489.3 Definitions. 

489.10 Basic requirements. 

489.11 Acceptance of a provider as a partici-

pant.

489.12 Decision to deny an agreement. 

489.13 Effective date of agreement or ap-

proval.

489.18 Change of ownership or leasing: Ef-

fect on provider agreement. 

Subpart B—Essentials of Provider 
Agreements

489.20 Basic commitments. 

489.21 Specific limitations on charges. 

489.22 Special provisions applicable to pre-

payment requirements. 

489.23 Specific limitation on charges for 

services provided to certain enrollees of 

fee-for-service FEHB plans. 

489.24 Special responsibilities of Medicare 

hospitals in emergency cases. 

489.25 Special requirements concerning 

CHAMPUS and CHAMPVA programs. 

489.26 Special requirements concerning vet-

erans.

489.27 Beneficiary notice of discharge 

rights.

489.28 Special capitalization requirements 

for HHAs. 

489.29 Special requirements concerning 

beneficiaries served by the Indian Health 

Service, Tribal health programs, and 

urban Indian organization health pro-

grams.

Subpart C—Allowable Charges 

489.30 Allowable charges: Deductibles and 

coinsurance.

489.31 Allowable charges: Blood. 

489.32 Allowable charges: Noncovered and 

partially covered services. 

489.34 Allowable charges: Hospitals partici-

pating in State reimbursement control 

systems or demonstration projects. 

489.35 Notice to intermediary. 

Subpart D—Handling of Incorrect 
Collections

489.40 Definition of incorrect collection. 

489.41 Timing and methods of handling. 

489.42 Payment of offset amounts to bene-

ficiary or other person. 

Subpart E—Termination of Agreement and 
Reinstatement After Termination 

489.52 Termination by the provider. 

489.53 Termination by CMS. 

489.54 Termination by the OIG. 

489.55 Exceptions to effective date of termi-

nation.

489.57 Reinstatement after termination. 

Subpart F—Surety Bond Requirements for 
HHAs

489.60 Definitions. 

489.61 Basic requirement for surety bonds. 

489.62 Requirement waived for Government- 

operated HHAs. 

489.63 Parties to the bond. 

489.64 Authorized Surety and exclusion of 

surety companies. 

489.65 Amount of the bond. 

489.66 Additional requirements of the surety 

bond.

489.67 Term and type of bond. 

489.68 Effect of failure to obtain, maintain, 

and timely file a surety bond. 

489.69 Evidence of compliance. 

489.70 Effect of payment by the Surety. 

489.71 Surety’s standing to appeal Medicare 

determinations.

489.72 Effect of review reversing CMS’s de-

termination.

489.73 Effect of conditions of payment. 

489.74 Incorporation into existing provider 

agreements.

Subparts G–H [Reserved]

Subpart I—Advance Directives 

489.100 Definition. 

489.102 Requirements for providers. 

489.104 Effective dates. 

AUTHORITY: Secs. 1102, 1128I and 1871 of the 

Social Security Act (42 U.S.C. 1302, 1320a–7j, 

and 1395hh). 

SOURCE: 45 FR 22937, Apr. 4, 1980, unless 

otherwise noted. 

Subpart A—General Provisions 

§ 489.1 Statutory basis. 

(a) This part implements section 1866 

of the Social Security Act (the Act). 

Section 1866 of the Act specifies the 

terms of provider agreements, the 

grounds for terminating a provider 

agreement, the circumstances under 

which payment for new admissions 

may be denied, and the circumstances 

under which payment may be withheld 

for failure to make timely utilization 
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